This paper outlines the use of both prescribed and non-prescribed medication by the elderly in the community. The study examined a number of factors related to medication including compliance, the types of drugs taken, the manner in which drugs were stored and disposed of, and the advice that patients received. The findings revealed a lack of coordination of responsibility in the management of patients' medicines leading to inappropriate drug use, posing a potential risk to the patient. It is against this jJackground that we propose that the role of the general practice pharmacist should be extended within a structured health care programme; pharmacists should be encouraged to keep total medication records on patients of 65 and over.
Introduction
The increased use of drugs by the elderly (Crooks et al. 1975 , Skegg et al. 1977 , combined with the fact that less than half take their medicines exactly as prescribed « Wandless et al. 1979) , may be a cause for concern. Several hospital-based studies (Seidl et al. 1966 , Hurwitz 1969 , Miller 1973 ,Caranasos et al. 1974 have found that the elderly suffer more adverse drug reactions, It is difficult from the limited information available (Mulroy 1973) to establish whether a similar situation exists in the community. In order to obtain more information about the difficulties this 'at risk' group experience in managing their medicines in their homes, a study based on home visits was undertaken between May and September 1979.
Methods
Using the Age Register of the Family Practitioner Committee, 50 patients aged 65 years and over were randomly selected from a practice in which the age and sex distribution were representative of an inner city elderly population. Home visits were unannounced so there was little opportunity for 'tidying' of drug cupboards.
Each patient was asked to show all drugs taken regularly or occasionally from whatever source. The information on each label was recorded and the patient was questioned about the purpose of each medicine (before the person read the label to the interviewer).
Each person was then asked to show any other drugs possessed and help was given in the search for these. Methods of drug storage and disposal were noted, levels of compliance assessed and the extent of guidance given to patients was recorded.
Drugs were divided into 4 groups, namely: prescribed taken regularly; prescribed taken occasionally; non-prescribed taken regularly; and non-prescribed taken occasionally. They were recorded by name and classified according to their pharmacological action.
The findings were tested for significance using chi-squared.
Results
Drugs taken: All 50 patients in the study agreed to be interviewed and 46 (92%) were found to be taking some form of medication (Table I ). The types of drugs being taken correlated well with the findings of Dunnell & Cartwright (1972) and Law & Chalmers (1976) . The bulk of non-prescribed drugs were analgesics and antipyretics, laxatives and purgatives, and the commonest prescribed drugs were psychotropics, diuretics and antipyretics (Skegg et a/. 1977) . Thirty-three patients (66% of sample) were found to be taking prescribed drugs regularly (mean 2.9 per patient) and 22 (44%) were taking them on an occasional basis (mean 1.9). Of note was the small number of patients taking non-prescribed drugs regularly compared to 29 who were taking them occasionally over the previous month. The extent of individual patients' concurrent use of drugs from these groups was not determined.
Know/edge of drug use: The patients were then questioned about the purposes for which the drugs were taken (Table 2 ). Patients were deemed to have correct knowledge of the purpose of 81 (59%) of the 138 prescribed drugs compared with 47 (78%) of the 60 non-prescribed drugs.
This difference is statistically significant (P < 0.01). Drug names: The names of the drugs being taken were reviewed. Patients knew the names of 61 (44%) of the prescribed medicines compared to 43 (72%) of the non-prescribed medicines.
This difference is statistically significant (P < 0.01).
Dose compliance:
The extent to which patients adhered to drug doses was then examined, on the assumption that the recommended dose on the label was correct (Table 3) . Deviation from correct dosage was found to be significantly (P < 0.05) higher in the case of prescribed compared to non-prescribed drugs. Eighty-three (60%) prescribed medicines were taken in the recommended dose compared to 46 (77%) non-prescribed medicines. The data were further analysed to examine whether there was any relationship between compliance and dose frequency. In the whole sample a total of 47 different dose regimes was recorded. However, it was not possible-to classify two-thirds of the regimes because of the use of such phrases as 'as directed' or 'as before'. A comparison was made between once, twice and three times daily regimes (Table 4 ). The results show significantly (P < 0.01) reduced compliance as dose schedules increased in complexity and are in accordance with Parkin et al. (1976) and Wandless et al. (1979) .
Drug hoarding: Patterns of drug hoarding were reviewed to determine the types of drugs stored (not currently being taken) and whether patients remained aware of their action. There were 35 patients who 'stored' between them a total of 92 drugs.
In agreement with other studies (Dunnell & Cartwright 1972 , Law & Chalmers 1976 ), analgesics and antipyretics (23%) were found to be the most commonly stored drugs. In Table   5 it can be seen that patients retained correct knowledge of 15 (38%) prescribed drugs compared to 36 (69%) non-prescribed drugs (P < 0.01).' Schedules and labelling: All non-prescribed drugs had printed labels and all were legible, whereas 110 (80%) prescribed drugs had handwritten labels which were frequently difficult to read. Only 32 (23%) of all prescribed drugs had a dispensing date and 4 (3%) an expiry date. Guidance on drug usage: Patients were asked whether they recalled receiving any advice on their prescribed medication regarding what the drugs were for or details of any possible side effects. In the case of non-prescribed drugs patients were asked who, if anybody, recommended their use. These results (Table 6 ) indicate the paucity of information patients recalled receiving on prescribed medication and the continuing strength of the lay referral system in self-medication, in accordance with Dunnell & Cartwrights' (1972) findings. Individual management: The study examined the individual's behaviour with prescribed drugs. All patients were found to be responsible for their own drugs and the majority were kept in a kitchen cupboard. Eighteen (36%) of the sample had some special method to remind themselves how to take their drugs. We noted that 10 (20%) patients had removed drugs from the original containers, accounting for 21 (15%) of all the prescribed drugs. More work needs to be done to determine the reasons for this.
Disposal: When questioned about the disposal of their drugs, 21 (42%) patients stated that the situation never arose or that they always finished their drugs, 50% used the lavatory or sink and only 8% returned them to the chemist. There appeared to be a great deal of uncertainty about the correct method of drug disposal in this population. This underlines the need for guidance in this respect.
Contact:
The extent of contact between the GP and the patient was examined. We asked patients how they obtained their last repeat prescription. Of the 46 patients taking prescribed medicines, 16 (35%) saw the GP and had direct contact; 19 (41%) received their repeat prescription from the receptionist; 6 (13%) had a member of the family or a friend collect it and 5 (II %) had the district nurse collect it. Thus 65% of those on prescribed medicines had not seen their GP when they obtained their last prescription. When the 32 patients taking non-prescribed medicines were asked whether they thought that their GP knew, all respondents thought the GP to be unaware. In relation to other paramedical contact and advice, only 22 (44%) of the patients in our sample had ever been visited by a district nurse. Shaw & Opit (1976) have expressed concern over the deficiency of supervision received by many elderly patients on long-term treatment and they concluded that reliance on self referrals was unsafe.
Discussion
The widespread use of both prescribed and non-prescribed medicines has been demonstrated among patients in this study. Compared with other age groups, the elderly are often taking more drugs (Crooks et al. 1975 , Skegg et al. 1977 and frequently over longer periods of time. 'There is evidence that much of this consumption is suboptimal. Such a situation can reduce the therapeutic benefits that patients gain from their treatment. The extent of non-compliance was found to be related to the complexity or the dosage regimes. For instance, when the dose frequency was 'three times a day' it was followed correctly in only 5 out of 20 cases (25%) compared with 27 out of 32 (84%) when it was once a day; and it seemed that a morning dose was more regularly adhered to than an evening dose.
The study revealed a disturbing lack of basic knowledge among patients about the drugs they were taking. In less than half of the prescribed medicines taken was the patient able to recall the name of the drug, and in only 55% of regularly prescribed medicines were patients correct about the purpose for which they were taking the drug. We have no evidence that this lack of knowledge actually posed a danger to these particular patients, but it does 'place an onus on those providing health care to be aware of the potential risks.
There is a need for typed labels with both dispensing and expiry dates and more specific labelling to include basic drug information in a form patients understand (Drug and Therapeutics Bulletin 1980) . This would aid patients in their management of drugs, particularly hoarded drugs, and assist with their rational disposal.
All the patients in the study thought that their GP was unaware of their self-medication habits. Furthermore, 65% of patients who were taking prescribed medicines had had no contact with a doctor on the last occasion they received a prescription. Relatively few patients were found to have received any professional advice on the prescribed medicines they were taking. In the case of self-medication a high reliance was placed on lay advice. Many of the problems that the elderly face with their medication could be helped with improved counselling and drug education. For this to be effective there is a need for better coordination of information with respect to the total medication that a patient is taking. The situation is complicated by the fact that medication can be obtained from various independent sources, none of whom is necessarily aware of the total spectrum of a patient's therapy.
There is the vexed question of whose responsibility it is to provide advice. We suggest that the general practice pharmacist may be well placed in the community to undertake this role, since he provides a natural focus where patients have their prescriptions dispensed and where they purchase most of their 'over the counter' preparations. A practical contribution may be achieved by encouraging elderly patients to register with a pharmacy. The pharmacist in turn would keep a record of all medication obtained, whether on prescription or purchased over the counter (Shulman & Shulman 1980) . Such records would help in the rationalization of medication and would allow' for a more comprehensive communication between GPs and pharmacists in total drug care of the patient. In addition, the patient could also carry a card which would include brief details of all medication taken and would be available whenever treatment was being sought.
